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NURSING  -  A  MANAGEMENT  FUNCTION  OR  CLINICAL  SPECIALISATION 


Every  privilege  one  enjoys  has  a  corresponding 
responsibility  attached  to  it.  This  is  one  golden  rule 
which  no  human  being  can  every  escape.  As  I  stand 
before  you  all  today,  I  am  more  than  ever  aware  of 
the  poignancy  of  this  principle.  It  is  a  pleasure  and 
privilege  to  be  here  -  of  such  dimension  as  only  to  be 
matched  by  my  great  surprise  and  joy  to  receive  the 
invitation  of  the  Alumni  Association  to  give  this 
lecture.  I  was  also  immediately  and  deeply  aware  of 
the  responsibility  involved  in  accepting  it  in  relation 
to  my  ability  to  say  something  meaningful  to  such  an 
audience;  and  so  why  did  I  decide  to  come?  For  a 
variety  of  reasons,  which  are  presented  in  chronological 
order  simply  to  overcome  the  difficulty  of  deciding 
any  order  of  precedence  among  them. 

First  of  all,  it  may  surprise  you  to  know  that  I 
have  a  special  sense  of  indebtedness  to  Nettie  Douglas 
Fidler,  because  I  was  able  to  turn  to  her  experiences 
in  organising  the  experimental  nursing  programme  in 
Windsor,  Ontario,  when  I  had  to  work  on  the  evaluation 
of  a  similar  programme  set  up  some  years  later  at 
Glasgow  Royal  Infirmary,  in  Scotland.  I  am,  therefore, 
aware,  in  a  personal  way,  of  her  unique  and  important 
contribution  to  nursing  education  not  only  in  Canada 
but  throughout  the  world.  And  so,  to  be  asked  here 
to  help  commemorate  her  outstanding  work  was  in  the 
nature  of  a  royal  command. 

Secondly,  in  the  course  of  my  own  nursing  career 
I  have  become  more  and  more  certain  of  the  importance 
of  the  contribution  being  made  by  Canadian  nurses  to 
the  real  problems  facing  our  profession.  So  far  I 
have  only  spent  about  two  weeks  in  Canada,  way  back 
in  1962,  and  such  a  limited  experience  was  undoubtedly 
insufficient,  especially  in  view  of  all  the  progress 
you  have  made  since  then.  It  always  seems  to  me  that 
Canadians  in  all  walks  of  life,  including  nursing, 
are  in  a  position  'to  call  in  the  new  world  to  redress 
the  balance  of  the  old’,  to  use  the  words  of  a  famous 
British  statesman.  Thus  Canada  often  appears  to  get 
the  best  of  both  worlds. 

Lastly,  there  are  strong  personal  reasons  of 
recent  origin  which  bring  me  here  to  learn  more  of 
your  expertise  in  the  science  and  practice  of  nursing. 

In  1973  Professor  Helen  Carpenter  spent  a  term  at  the 


Department  of  Nursing  Studies  in  Edinburgh  -  at  her  own 
request.  She  knows  that  I  was  inwardly  a  little 
worried  about  the  visit  because  I  knew  of  her  expertise 
as  a  Dean  of  a  Nursing  Faculty  with  more  experience 
in  academic  nursing  education  than  myself  and  my  col¬ 
leagues.  However,  of  course  we  benefitted  greatly 
from  association  with  so  charming  and  distinguished 
a  nurse,  and  I  believe  that  she  too  found  some  aspects 
of  our  contribution  developing  differently  from  your 
own,  especially  in  relation  to  research,  which  made 
the  visit  generally  worth  while. 

A  few  months  ago  you  were  good  enought  to  receive 
my  colleague,  Lisbeth  Hockey,  the  director  of  our 
Research  Unit,  in  your  midst.  Lisbeth* s  enthusiastic 
account  of  all  that  is  happening  here  in  the  field 
of  education  and  research  only  whetted  my  wish  to  come 
and  see  and  hear  for  myself  all  the  more. 

The  privilege  granted  me  by  the  Alumni  Association 
of  choosing  my  own  subject  for  this  lecture  also  placed 
a  great  responsibility  upon  me.  Nursing  is  in  such 
a  dynamic  and  critical  stage  of  development  in  so  many 
areas  that  there  cannot  have  been  a  time  when  it  has 
been  more  difficult  to  select  one  aspect  of  it  as  being 
of  greater  significance  than  the  rest. 

So  I  guess  I  began  to  take  the  easy  and  perhaps 
logical  way  out  of  the  maze  by  beginning  this  lecture 
with  the  discussion  of  certain  trends  and  developments 
in  the  British  nursing  scene  which  I  find  to  be  of 
increasing  interest  and  fascination.  As  the  theme 
develops  it  will  become  apparent  that  the  issues  at 
stake  are  far  wider  than  the  confines  of  any  one  country, 
and  that  optimum  progress  in  solving  some  of  the  most 
urgent  problems  facing  nursing  is  likely  to  come  when 
the  combined  knowledge  and  experience  of  nurses  avail¬ 
able  on  both  sides  of  the  Atlantic  Ocean  can  be  more 
fully  shared. 

Although  there  has  always  been  a  management  or 
organisational  function  in  nursing  as  well  as  a  clinical 
component,  it  would  not  have  seemed  relevant  or  necessary 
to  assess  the  merits  or  demerits  of  these  two  factors 
in  Great  Britain  until  quite  recently.  Firmly  est¬ 
ablished  on  the  Nightingale  pattern  there  seemed  little 
reason  to  question  the  significance  of  the  well  ordered 
relationship  between  the  management  and  clinical 
functions  of  the  nurse.  Indeed,  as  the  role  of  the 
ward  sister  (head  nurse)  developed  in  the  latter  part 
of  the  nineteenth  century,  together  with  that  of  the 
matron,  the  proper  balance  of  power  seemed  established 
for  all  time.  The  ward  sister  (head  nurse),  although 
an  organiser  of  care  within  a  ward  or  department,  was 
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undoubtedly  first  and  foremost  a  practitioner  of 
nursing  as  head  of  the  nursing  team;  on  the  other 
hand  whilst  matron  must  be  a  nurse,  to  paraphrase 
Florence,  she  should  be  first  and  foremost  an  admini¬ 
strator  and  enabler  of  nursing  activities. 

But  of  course  changes  had  to  come  in  the  estab¬ 
lished  order  of  things  in  a  growing  and  developing 
profession  like  nursing;  and  they  were  guided  forward 
at  an  accelerated  pace  in  Great  Britain  by  the  intro¬ 
duction  of  the  National  Health  Service  in  July  19^8. 
Overnight  all  British  nurses,  with  one  or  two  exceptions 
in  the  private  sector,  became  government  employees 
at  the  national  or  local  level,  as  did  administrators, 
all  other  health  service  professions,  and  to  a  lesser 
extent  doctors,  involved  in  the  delivery  of  health 
care . 

For  the  first  time  it  was  possible  to  begin  a 
process  of  rationalisation  for  the  better  use  of 
resources  throughout  the  service  by  grouping  together 
hospitals  in  a  meaningful  geographical  proximity  or 
with  interrelated  clinical  experience.  Various  govern¬ 
ment  committees  were  established,  in  true  British 
fashion,  to  consider  ways  and  means  of  achieving  this 
objective;  and  it  was  soon  clear  that  this  process  had 
profound  implications  for  nurse  administrators  in 
the  first  instance. 

The  officials  and  experts  were  generally  agreed 
on  the  necessity  of  enlarging  the  remit  of  the  hospital 
administrator  so  that  he  became  responsible  for  the 
organisation  and  control  of  a  group  of  hospitals  of 
various  sizes  and  types  according  to  need  and  location. 
Administrators  of  nursing  service,  the  matrons  as  they 
were  called,  were  left  to  provide  a  nursing  service 
normally  for  their  own  particular  hospital. 

It  soon  became  apparent  that  the  policy  of  ’divide 
and  rule’  was  operating  strongly  against  them  and 
the  nursing  profession,  as  hospital  secretaries  often 
represented  a  group  of  matrons  at  the  hospital  manage¬ 
ment  committee  meetings  and  spoke  on  behalf  of  nursing. 

A  few  matrons  did  penetrate  these  corridors  of  power, 
but  they  were  usually  outnumbered  by  administrators 
and  doctors  and  found  they  could  not  represent  their 
absent  colleagues  adequately.  Throughout  this  time 
the  supervisors  in  the  community  nursing  service  were 
required  to  report  to  their  community  physician.  They 
had  smaller  staffs  and  budgets  of  necessity  and  there¬ 
fore  did  not  see  the  need  or  feel  the  urge,  as  did 
hospital  nurse  administrators,  to  increase  their  own 
role  as  decision  makers  to  the  same  extent. 
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In  a  nutshell,  it  was  principally  to  redress  this 
unfavourable  trend,  which  was  having  a  very  adverse 
effect  on  recruitment  of  competent  nurses  into  hospital 
nursing  administration,  that  the  Committee  on  Senior 
Management  Structure  in  Nursing,  better  known  as  the 
Salmon  Committee,  was  set  up  in  1964.  The  main  problem 
of  the  profession  was  succintly  expressed  by  the 
Committee  in  the  following  words: 

"The  profession  is  not  represented  officially  and 
with  the  same  status  at  meetings  of  all  governing 
bodies  as  are  the  medical  staff  and  the  hospital  ad¬ 
ministration.  It  seems  to  us  that  the  assertion  of 
the  professional  status  of  nurses  could  best  be  achieved 
by  assuming  the  right  of  the  profession  to  be  heard 
on  all  matters  concerning  nursing  that  are  controlled 
by  governing  bodies". 

Some  of  you  will  by  now  be  aware  of  the  main 
recommendations  of  this  Committee’s  Report.  A  three- 
tier  industrial  management  system  -  top,  middle  and 
first  level  -  was  introduced  into  the  nursing  profession. 
Senior  nurses  appointed  to  newly  created  posts  were 
therefore  to  be  involved  in  policy  making,  programming 
and  execution  of  care  respectively.  The  full  signi¬ 
ficance  of  this  new  machinery  can  best  be  understood 
in  relation  to  the  other  health  team  professions.  The 
top  tier  nurses  -  the  chief  and  principal  officers  - 
joined  the  interdisciplinary  executive  teams  of  admini¬ 
strators  and  doctors  in  developing  the  planning  and 
policy  making  for  the  hospital  or  group  of  hospitals 
for  which  as  a  team  they  were  immediately  responsible. 
Some  attempts  to  organise  the  community  nursing  ser¬ 
vices  along  the  same  lines  were  made,  but  the  outcome 
was  somewhat  different,  as  the  most  senior  nursing 
officer  was  still  responsible  for  the^main  policy 
decisions  to  the  community  physician. 

The  Salmon  Committee  Report  on  nursing  admini¬ 
stration  had  also  described  the  role  of  the  ward 
sister  as  one  of  the  most  effective  and  satisfying 
in  the  nursing  service:  and  recommendations  were 
made  to  relieve  the  ward  sisters  of  some  of  their 
non-nursing  duties  by  the  employment  of  more  clerical 
and  auxiliary  staffs.  At  the  same  time,  however,  the 
post  of  nursing  officer  (floor  supervisor)  was  created, 
a  new  middle  management  grade  to  whom  up  to  six  ward 
sisters  should  be  responsible.  And  so  the  hierarchial 
chain  of  command  in  nursing  which  had  existed  before 
the  Salmon  Report  was  reinforced  and  elongated. 

Previously  the  ward  sister  had  gained  a  great 
deal  of  prestige  and  strength  from  her  unique  liaison 
with  the  senior  medical  staff  with  whom  she  worked 
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very  closely;  and  although  appointed  by  and  responsible 
ultimately  to  the  matron  she  often  felt  equally  strong 
allegiance  to  the  medical  staff.  After  the  Report  on 
Nursing  Administration  this  situation  was  not  changed 
in  any  formal  way,  but  alongside  it  there  emerged  the 
new  cadre  of  top  tier  nurse  administrators  already 
mentioned,  known  as  chief  nursing  officers,  who  them¬ 
selves  had  an  authority  equal  to  that  of  the  top  level 
medical  and  general  administrators.  Thus  their  position 
was  greatly  enhanced  and  improved  compared  with  all 
other  nursing  categories. 

In  April  197^  the  British  National  Health  Service 
was  formally  reorganised  primarily  to  achieve  better 
integration  of  its  previously  disparate  sectors  -  the 
hospital  service,  the  community  services  and  the  family 
doctor  service.  One  of  the  main  results  of  this  re¬ 
organisation  process  has  been  an  even  greater  elongation 
and  strengthening  of  the  nursing  administrative  hier¬ 
archy.  In  each  of  the  newly  established  management 
tiers  linking  health  service  agencies  (both  hospital 
and  community)  with  major  administrative  regions  of 
the  country  nurse  managers  have  been  appointed  as 
equal  decision-making  members  of  the  multi-disciplinary 
teams  of  administrators,  finance  officers,  doctors, 
dentists  and  pharmacists. 

On  the  other  hand,  the  nurses  who  are  directly 
providing  the  nursing  care  of  patients  -  the  ward 
sisters,  midwives  and  community  nurses  -  are  to  be 
found  in  the  same  position  as  before  except  that  they 
have  acquired  more  bosses.  There  are  growing  indications, 
however,  that  the  need  to  consider  the  role,  function 
and  career  structure  of  clinical  nurses,  especially 
those  who  have  acquired  special  expertise,  is  becoming 
daily  more  urgent. 

But  so  far  little  positive  progress  has  been  made 
in  this  direction,  for  various  reasons.  Firstly,  it 
is  probably  obvious  from  the  points  already  made  that 
there  has  not  been  much  time  or  energy  available  in 
recent  years  within  the  British  nursing  system  itself 
to  get  to  grips  with  another  important  area  of  activity. 
Secondly,  the  development  of  clinical  specialisation  is 
dependent  on  an  adequate  educational  process  which 
can  offer  the  depth  and  breadth  of  theoretical  and 
clinical  experience  required  to  produce  such  expertise; 
so  far  this  has  not  been  sufficiently  available  to 
nurses  in  the  United  Kingdom. 

Very  recently,  however,  there  have  been  some  signs 
of  attempts  being  made  to  remedy  this  situation.  In 
1970  another  government  committee,  the  Joint  Board  for 
Clinical  Nursing  Studies,  was  established  in  England 


and  Wales*  to  advise  on  the  number  and  type  of  courses 
required  to  enable  nurses  to  give  more  highly  skilled 
care  to  patients  in  a  wide  variety  of  specialties  ^ 

throughout  the  whole  range  of  health  service  agencies. 

To  date  a  few  courses  have  been  established  for  state 
registered  and  the  second  level  assistant  (enrolled) 
nurses  in  both  hospital  and  community  services,  some  of 
whom  already  have  many  years  of  practical  experience 
behind  them. 

What  is  lacking  as  yet  is  official  endorsement  of 
the  need  to  provide  these  courses  in  institutions  of 
higher  education  such  as  universities  and  polytechnics. 
There  are  one  or  two  attempts  being  made  to  provide 
such  opportunities  as,  for  instance,  the  recent  estab¬ 
lishment  of  a  clinical  diploma  course  in  the  Department 
of  Nursing  of  Manchester  University.  And  in  the 
Department  of  Nursing  Studies  at  the  University  of 
Edinburgh  the  new  Master’s  degree  in  nursing  education 
will  enable  students  with  a  first  level  degree  to 
prepare  for  senior  posts  in  nursing  education  and  also 
to  develop  their  own  special  clinical  interest  in 
greater  depth  through  the  presentation  of  a  thesis.  At 
Liverpool  University  a  multidisciplinary  public  health 
masters/diploma  course  is  available  to  nurses  and  other 
professionals  who  have  the  requisite  entrance  quali¬ 
fications  . 

In  1972  the  Committee  on  Nursing,  usually  known 
as  the  Briggs'  Committee,  which  was  set  up  in  1970  to 
consider  the  future  of  nursing  education  and  manpower 
resources,  reported  its  findings  to  the  profession  and 
the  public.  For  the  first  time  some  attempt  was  made 
to  delineate  the  role  and  function  of  the  clinical  nurse 
specialist;  and  further  recommend  that  her  expertise 
should  be  acknowledged  and  rewarded.  The  specific 
points  made  in  the  report  were  that: 

"Ward  sisters  of  higher  clinical  skills,  often 
in  specialised  fields,  may  already  exercise  advisory 
functions  to  other  nurses  and  members  of  other  pro¬ 
fessions,  and  this  kind  of  development  should  be 
encouraged.  As  integration  proceeds,  the  'consultancy' 
function,  as  we  call  it,  should  extend  beyond  the 
boundaries  of  the  hospital.  Similarly,  some  ward 
sisters  will  and  should  have  and  exercise  clinical 
teaching  skills  to  an  above-average  extent.  Some  ward 
sisters  will  play  an  active  part  in  the  important  and 
growing  field  of  clinical  research.  In  our  view, 
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and  in  1972  the  Committee  for  Clinical  Nursing  Studies 
in  Scotland. 
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recognition  should  be  accorded  to  exceptional  abilities 
and  multiple  responsibilities,  and  we  recommend  that 
some  ward  sisters,  by  virtue  of  proven  expertise  linked 
with  other  functions  of  the  kind  described,  should  be 
accorded  increased  status  and  reward  within  the  line 
structure."'5 

Although  this  Committee’s  Report  did  not  take  the 
matter  as  far  as  many  people  would  consider  desirable, 
nevertheless  their  recommendations  were  authoritative 
and  compelled  attention.  In  September  1974  the  British 
Government  issued  a  statement  virtually  accepting  the 
Report  and  proposing  implementation.  In  this  document 
there  is  also  full  acceptance  of  the  need  to  attract 
more  of  the  most  intelligent  candidates  into  nursing 
and  to  establish  a  new  statutory  body  which,  among 
other  things,  will  provide  new  facilities  for  ongoing 
education  of  nurses  at  basic  and  post-basic  levels. 

"As  a  result",  states  the  Report,  "nurses  should  be 
able  to  move  more  easily  than  at  present  from  one  field 
of  nursing  to  another,  preserving  old  and  developing 
new  specialised  skills,  and  thus  should  provide  a 
more  efficient  service  to  patients  and^a  more  satisfying 
career  for  members  of  the  profession." 

Another  important  recommendation  made  by  the 
Committee  on  Nursing  and  supported  by  the  Government 
Statement,  was  that  up  to  5  per  cent  of  nurses  in  the 
British  Health  Service  should  be  university  graduates. 
Although  this  percentage  will  sound  very  small  and  insign¬ 
ificant  to  this  Canadian  audience,  it  is  indeed  a 
major  breakthrough  in  British  nursing  education.  At 
present  there  are  only  a  few  university  nursing  pro¬ 
grammes  at  first  degree  level  and  even  fewer  nursing 
departments  in  universities  and  polytechnics  to  support 
them;  and  so  there  are  only  about  0.4  per  cent  nurses 
with  degrees  working  in  the  profession.  Therefore, 
to  reach  the  target  of  5#  will  require  considerable 
expansion  of  courses  and  students.  Ultimately  it  is 
to  be  expected  that  many  of  the  clinical  nursing 
specialists  needed  will  be  recruited  from  this  new 
category  of  nurses;  and  that  a  dearth  of  them  has  been 
a  serious  reason  for  the  lack  of  initiative  and  activity 
in  this  part  of  British  nursing. 

The  position  reached  by  nursing  in  the  United 
Kingdom  probably  highlights  the  question  posed  in  the 
title  of  this  paper  in  the  most  extreme  form  experienced 
so  far  in  developed  countries.  It  is  that  the  strength 
of  the  nurse  administrator’s  role,  compared  with  that 
of  the  clinical  nurse  specialist,  seems  to  be  increased 
by  the  structure  of  a  national  health  service  within 
a  small  country  with  a  dense  population  of  over  50 
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million  people.  The  fact  that  the  dilemma  facing 
the  British  nursing  profession  would  appear  to  have  some 
relevance  for  countries  in  a  similar  socio-economic 
position,  including  those  of  North  America,  has 
provided  the  title  for  this  lecture. 

Is  nursing  to  be  regarded  primarily  as  a  profes¬ 
sion  where  the  management  function  takes  precedence 
over  the  role  and  responsibilities  of  the  expert 
practitioner,  or  should  it  resemble  the  medical  model 
which  seems  to  represent  exactly  the  opposite  state  of 
affairs  where  administrative  interest  and  enterprise 
are  not  permitted  to  impinge  upon  sacrosanct  clinical 
freedom  and  experimentation?  Or  is  it  necessary  to 
consider  the  evolution  of  a  different  model  altogether, 
as  the  profession  moves  forward  to  meet  the  commitments 
of  an  expanded  nurse  role? 

To  answer  these  questions  it  is  necessary,  first 
of  all,  to  probe  the  contribution  to  the  growth  of 
professional  expertise  which  can  be  provided  by  the 
senior  nurse  manager  and  then  to  explore  with  equal 
care  the  need  for  comparable  abilities  in  the  clinical 
nurse  specialist. 

In  many  of  the  attacks  which  have  been  made,  and 
are  still  made  sporadically,  by  the  British  medical 
profession  and  others  on  the  implementation  of  the 
new  management  hierarchy  in  nursing,  the  fundamental 
difference  between  the  nature  of  nursing  as  a  separ¬ 
ately  identifiable  profession  and  that  of  other  health 
service  disciplines  is  overlooked.  It  is  usually  tacitly 
assumed  that  a  ward  sister,  for  instance,  could  operate 
in  the  same  way  as  the  medical  consultant,  who  leads  a 
small  team  of  doctors. 

But  such  assumptions  are  fallacious  in  so  far  as 
they  ignore  the  central  component  of  the  nurse’s  role 
and  function  which  is  to  provide  the  most  continuing 
form  of  care  and  service  to  patients  of  any  health  team 
member.  At  once  this  responsibilility  appears  to  be 
the  greatest  strength  and  the  greatest  weakness  of  the 
profession.  Consider  the  use  that  would  have  been 
made  of  this  privilege  by  other  health  service  profes¬ 
sions  if  it  had  belonged  to  them.  Conversely,  by  her 
presence  day  and  night  and  from  one  shift  to  another, 
the  nurse  is  liable  to  become  'a  jack  of  all  trades 
and  master  of  none’! 

These  difficulties  notwithstanding,  the  unique 
function  of  nursing  is  to  provide  this  continuing  type 
of  service  in  contrast  to  the  sporadic  and  spasmodic 
form  of  intervention  by  the  other  professions.  Nurses, 
therefore,  in  any  setting  where  more  than  two  or  three 
of  them  are  employed  in  a  health  service  agency  are 
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immediately  confronted  with  a  need  to  establish  some 
organised  type  of  service  necessitating  the  employment 
of  staff  of  many  categories  and  levels  in  such  a  way 
that  patient  care  will  be  ongoing. 

In  most  hospitals,  clinics  and  health  centres 
today,  this  liability  necessitates  the  recruitment, 
deployment  and  career  development  of  hundreds  of 
personnel.  Immediately  nurse  administrators  are  faced 
with  the  control  of  large  budgets  for  nurses’  salaries 
which  are  the  single  most  costly  element  in  providing 
services  to  patients.  Everyone  who  has  had  anything 
to  do  with  these  processes  knows  that  a  high  level  of 
management  and  operational  knowledge  is  required,  and 
that  the  task  is  becoming  more  difficult  as  manpower 
problems  increase  throughout  our  type  of  society.  It 
is  sometimes  said  in  this  context  that  such  work  could 
be  undertaken  by  non-nursing  administrators.  But  this 
argument  falls  down  on  two  counts.  Firstly,  because 
a  general  knowledge  of  nursing  practice  is  indispen¬ 
sable  to  the  successful  nurse  manager;  and,  secondly 
because,  as  in  industry,  it  is  only  right  and  appro¬ 
priate  that  nurses  should  through  their  expertise  be 
able  to  move  into  their  own  top  management  posts. 

Once  this  need  is  accepted  it  becomes  necessary 
and  logical  to  provide  some  intermediate  levels  between 
those  who  make  policy  and  have  to  employ  large  staffs 
and  those  who  are  concerned  with  the  direct  giving  of 
nursing  care  at  ward,  departmental  or  community  levels. 

If  this  is  not  done,  then  the  proper  activities  of  the 
top  managers  are  diluted  and  diverted  from  concent¬ 
ration  on  planning  and  policy  making.  Nursing,  rightly 
or  wrongly,  has  to  use  many  of  the  techniques  of  modern 
industrial  management  such  as  decentralisation,  job 
analysis,  job  description  and  particularly  management 
by  objectives.  These  processes  require  programming 
and  execution  and  cannot  be  carried  out  in  a  situation 
where  one  person  has  to  implement  them  directly  with 
dozens  or  hundreds  of  other  personnel. 

Perhaps  the  most  crucial  aspect  of  the  top  manage¬ 
ment  function  in  nursing  is  the  decision-making  component 
it  involves.  It  is  at  this  level  that  the  nursing 
input  is  vital.  If  not,  who  Is  to  ensure  that  other 
nursing  activities  and  developments,  such  as  clinical 
research  and  specialisation  can  be  achieved?  Indeed, 
this  need  is  increasing  all  the  time  as  the  delivery 
of  health  care,  and  the  teams  providing  it,  becomes 
more  complex.  Nurse  managers  must  know  the  effect  and 
outcome  of  new  medical  techniques  and  treatments  In 
relation  to  the  type  and  quality  of  nursing  care  needed 
by  patients.  Similarly,  as  the  role  and  function  of 
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nurses  expands  further  and  more  deeply  into  the  area 
of  health  education,  prevention  of  illness  and  the  care 
of  the  chronic  and  terminally  sick,  the  assessment  of 
professional  expertise  required  grows  accordingly. 

Thus  the  argument  that  the  management  component 
of  nursing  could  better  be  undertaken  by  others  is 
specious,  as  followed  to  its  logical  conclusion  it  also 
means  that  those  who  are  giving  direct  care,  the  ward 
sisters  and  staff  (general  duty)  nurses,  should  have 
no  concern  at  all  with  organisational  or  management 
tasks.  It  is  tempting  to  think  of  these  nurses  freeing 
themselves  of  all  concern  with  management  duties  such 
as  the  leadership  of  the  nursing  team,  the  organisation 
of  direct  nursing  care  and  the  availability  of  equipment 
and  facilities  required.  But  the  price  to  be  paid  for 
avoiding  these  commitments  would  be  complete  dependence 
on  a  non-nurse  administrator  with  at  best  inadequate 
knowledge  of  the  priorities  involved  and  with  no  special 
commitment  to  achieve  nursing  care  of  high  quality. 

It  would  appear,  therefore,  that  a  strong  case  can 
be  made  for  nursing  to  be  seen  as  having  a  managerial 
component  at  all  levels  of  practice  involving  qualified 
personnel,  although  admittedly  the  time  spent  on  it 
and  the  depth  of  specific  knowledge  required  varies 
considerably  in  relation  to  the  post  held  and  the  size 
of  the  agency  providing  nursing  services. 

How  can  the  case  for  the  clinical  nurse  specialist 
be  made  in  the  face  of  these  strong  arguments  for  the 
management  function  of  the  profession  to  be  safeguarded 
and  strengthened?  The  simplest  way  of  expressing  this 
need  is  by  ensuring  that  there  is  a  specific  function 
and  a  professional  activity  to  be  managed.  In  other 
words,  the  management  of  nursing  is  not  an  end  in  itself 
but  an  evolving  process  or  a  means  to  an  end.  In 
this  instance  the  end  product  is  a  nursing  service  which 
can  be  identified  from  a  medical,  social  or  other 
health  related  service.  Inevitably  the  question  arises, 
is  there  an  area  of  activity  which  belongs  to  it 
uniquely  as  undoubtedly  there  is  in  medicine? 

It  seems  reasonable  and  just  in  all  circumstances 
to  regard  nursing  as  an  applied  science  in  its  own 
right  alongside  medical  and  other  health  service  dis¬ 
ciplines;  but  equally  to  state  that  it  is  an  emerging 
science  based  on  a  unique  mix  of  behavioural,  biological 
and  physical  sciences,  together  with  the  humanities, 
upon  which  its  practice  depends.  Consideration  of 
Virginia  Henderson’s  definition  of  nursing  indicates 
the  need  for  such  a  special  usage  and  blending  of 
scientific  knowledge. 

If,  as  has  been  claimed,  nursing  is  an  expanding 
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profession  in  terms  of  its  educational,  preventive, 
caring  and  curing  role,  it  follows  that  the  scientific 
knowledge  upon  which  the  practice  is  based  must  also 
be  increased  appropriately.  It  is  at  this  point  that 
the  rationale  for  nurses  who  have  the  knowledge,  exper¬ 
tise  and  ability  to  develop  nursing  science  becomes 
irresistible.  That  the  medical  profession  has  invested 
the  major  part  of  its  energy  and  ability  in  this  direct¬ 
ion  is  apparent.  This  objective  is  achieved  by 
providing  the  opportunity  and  reward  required  to  enable 
the  ablest  practitioners  to  undertake  direct  medical 
care  and  cure  of  patients.  The  applied  science  of 
medicine  has  been  developed  by  relevant  research  pro¬ 
cesses  such  as  the  randomized  clinical  trial  with 
extensive  use  of  experimental  and  control  groups  of 
patients . 

The  recognition  of  a  similar  function  in  nursing, 
using  its  own  research  methods,  in  a  related  but  unique 
field  of  enquiry,  has  not  so  far  received  the  $ame 
attention  and  recognition.  There  are,  however,  clear 
indications  of  a  strong  move  in  this  direction  in 
North  America  where  courses,  qualifications  and  profes¬ 
sional  status  are  being  developed  to  encourage  the 
clinical  specialist  and  researcher.  Even  here  it  would 
seem  that  progress  has  been  slow  in  relation  to  the 
growing  need  for  such  practitioners. 

There  is  another  difficulty  which  has  to  be 
recognised.  It  is  all  too  easy  for  physicians  to 
claim  these  able  and  highly  qualified  nurses  as  their 
own  assistants,  so  that  the  nursing  profession  appears 
to  be  the  loser.  This  problem  can  only  be  avoided 
and  overcome  by  a  clear  understanding  of  the  nursing 
role  and  function  related  to  the  planning,  initiation 
and  execution  of  nursing  care  and  an  equally  clear 
recognition  of  the  areas  of  overlap  which  must  inevitably 
occur  between  the  two  professions.  The  borderlines 
can  function  to  the  advantage  of  both  disciplines  as 
doctors  periodically  carry  out  a  procedure  which  might 
normally  be  undertaken  by  a  nurse,  and  vice  versa. 

The  incipient  interest  of  British  nurses  in 
clinical  specialisation,  already  noted,  has  recently 
been  given  further  attention  by  a  Royal  College  of 
Nursing  working  party  on  the  Clinical  Nurse  Specialist. 
The  Report  states  that: 

"In  recent  years  it  has  become  apparent  that  not 
only  the  clinical  knowledge  and  skills  of  the  nurse 
need  to  be  developed  but  an  advanced  clinical  role 
needs  to  be  identified  in  order  that  the  nurse  may  play 
a  full  part  as  a  presenter  of  nursing  care  and  may 
work  alongside  members  of  the  medical  profession  in  the 
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development  of  care  related  to  new  treatments.  If 
nursing  is  to  make  its  contribution  as  a  ’profession* 
the  fund  of  nursing  knowledge  must  be  Increased." 

No  agreement  exists,  however,  as  yet  on  what  is 
meant  by  the  "prescription  of  nursing  care".  There 
is  much  controversy,  for  instance,  as  to  whether  or 
not  a  nurse  in  the  primary  care  team  should  make  first 
visits  to  domiciliary  patients  either  regularly,  or 
even  occasionally,  in  order  to  assist  the  general 
practitioner  in  this  way. 

Thus  both  the  Report  of  the  Government  Committee 
on  Nursing  and  the  Royal  College  of  xNursing  working 
party  pointed  up  the  essential  link  between  the  develop¬ 
ment  of  clinical  specialisation  and  research.  In 
fact,  one  of  the  most  innovative  recommendations  of 
the  Committee  on  Nursing  was  for  the  urgent  establish¬ 
ment  of  clinically-based  nursing  research  units. 

Although  such  units  should  be  closely  associated  with 
universities  or  organisations  offering  the  necessary 
technical  support,  the  actual  investigations  must  ~ 
take  place  in  agencies  providing  direct  nursing  care. 

Nursing  research  in  the  United  Kingdom  is  in  a 
crucial  phase  of  evolution  having  to  some  extent  got 
off  the  ground  with  a  number  of  small,  usually  single 
investigator  studies  into  various  particular  aspects 
of  patient  care.  They  include  the  pre-operative  care 
of  patients,  the  admission  of  patients,  the  unpopular 
patient,  the  bowel  habits  of  patients.  Others  again 
have  investigated  possible  behaviour  modification 
patterns  of  mentally  sub-normal  children,  the  care 
of  ambulant  Incontinent  patients  and  pat Jent/staf f 
communication  in  a  psychiatric  hospital.  As 
Lisbeth  Hockey  noted  in  her  paper  given  in  this 
University  in  October  197^,  replication,  validation 
and  systematisation  of  these  studies  is  urgently 
needed,  since  at  present  they  have  not  reached  a 
stage  of  dependability  upon  which  the  senior  nurse 
managers  can  safely  base  their  decision-making. 

A  factor  that  is  often  overlooked  by  administrators 
and  clinical  experts  is  the  complete  interdependence 
of  the  decision-making  process  and  the  findings  of 
clinical  research  projects.  For  example,  if  the  nursing 
care  plan  for  mentally  defective  children  can  be  based 
on  some  validated,  scientifically  acceptable  data,  and 
if  similarly  reliable  data  can  be  produced  for  the 
aseptic  care  technique  used  by  nurses  in  dressing 
wounds,  the  calculation  of  nursing  staff  establishments 
and  the  manpower  resources  needed  in  these  specialties 
will  also  become  correspondingly  more  efficient. 
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A  case,  therefore,  can  be  made  it  seems  to  support 
the  employment  of  some  nurses  who  are  expert  in  manage¬ 
ment  techniques  and  skills,  and  for  others  who  are  able 
to  give  expert  nursing  care  to  all  patients.  Further¬ 
more,  it  appears  that  in  both  sectors  a  research-based 
approach  is  essential  in  order  that  nursing  manpower 
and  clinical  decisions  can  be  based  on  hard  data  rather 
than  subjective  hunches,  as  has  been  the  custom  for  so 
long.  It  would  seem  that  the  profession  is  faced  with 
the  need  to  consider  as  a  matter  of  urgency  not 
whether  nurse  managers  or  nurse  specialists  are  required, 
but  what  is  the  contribution  of  each  group  in  relation 
to  the  other.  How  do  each  of  the  categories  fit  into 
the  nursing  structure  in  order  to  make  maximum  use  of 
services  and  resources  in  terms  of  highly  qualified  and 
experienced  personnel  in  both  sectors? 

There  is  already  evidence  of  some  concern  about 
the  need  to  resolve  this  dilemma  on  both  sides  of  the 
Atlantic.  Eleanor  Lambertson,  among  others,  has  raised 
the  question  of  the  recognition  and  placement  of  the 
clinical  nurse  specialist  in  the  nursing  profession 
and  in  the  nursing  team.  ’’Major  problems,  I  perceive,” 
she  says,  ’’are  those  related  to  the  wider  aspects  of 
competence;  relationship  to  the  head  and  supervisors; 
and  clarification  of  their  placement  in  the  nursing 
service  hierarchy  of  a  particular  institution;  Justly 
fication  of  the  position  in  terms  of  reimbursement.” 

Similarly,  this  matter  was  discussed  in  the  Royal 
College  of  Nursing  working  party  paper  already  mentioned 
in  an  attempt  to  define  the  nurse  clinician’s  role 
and  function.  ’’The  clinical  nurse  specialist”,  it 
states,  "will  work  in  close  collaboration  and  consul¬ 
tation  with  ward  sisters  and  with  other  nursing  and 
medical  staff;  she  will  be  accountable  and  ultimately 
responsible.,  to  the  Chief  Nursing  Officer  of  the  employing 
authority."  ^  Canadian  nurses  too  are  already  aware 
of  this  dilemma,  and  are  taking  a  lead  in  finding  a 
solution.  For  instance,  a  number  of  Canadian  nurses 
discussed  the  emerging  role  of  the  clinical  specialist 
in  your  country  during  papers  presented  at  the 
Transatlantic  Nursing  Seminar  organised  by  the  King 
Edward's  Hospital  Fund  for  London  in  July  197^.  They 
included  Helen  Mu^allem,  Dorothy  Kergin,  Huguette  Labelle 
and  Helen  Taylor. 

The  advancement  of  the  clinical  specialist  in 
the  profession  is,  in  some  respects,  similar  to  that 
of  the  university  graduate  nurse,  as  both  groups  at 
present,  even  in  the  United  States  of  America  and 
Canada,  are  a  minority  within  a  large  and  highly  diver¬ 
sified  range  of  co-workers.  Unless  clear  and  specific 
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analysis  of  their  contribution  in  the  system  is 
available,  and  their  place  within  it  recognised,  there 
is  a  danger  of  the  usual  problems  associated  with  such 
minority  situations  increasing. 

Confrontation  between  the  existing  regiment  of 
nurse  managers  and  the  emerging  clinical  specialists 
will  be  no  more  helpful  in  this  context  than  in  any 
other  management  or  professional  enterprise  faced  with 
a  similar  situation.  Much  more  to  the  point  and  likely 
to  provide  a  working  solution  is  the  thinking  put 
forward  by  Mary  Parker  Follett  when  she  recommended 
'’integration’'  as  being  preferable  to  domination  or 
compromise.  Thus,  the  two  parties  involved,  the 
managers  and  the  specialists,  should  together  use  the 
"law  of  situation"  to  bring  about  a  new  level  of 
interaction  in  which  both  sides  make  a  meaningful 
contribution  to  achieve  a  higher  Jevel  of  participation 
towards  meeting  their  objectives.  5  Neither  group 
is  self-sufficient  nor  in  a  position  to  overrule  the 
other. 

Another  related  factor  is  that  each  profession 
or  occupational  group  must  work  out  its  own  solution 
for  the  emerging  cadres  in  its  midst.  Reliance  on 
other  similar  groups  is  not  adequate.  For  instance, 
the  medical  model  is  not  relevant  to  the  position  faced 
by  nursing  simply  because,  as  already  noted,  it  is 
a  different  profession  with  different  functions  and 
commitments.  Emphasis  has  been  placed,  and  may  well 
continue  to  focus,  on  the  role  of  the  medical  clinician 
rather  than  the  medical  organiser  or  services.  But 
in  nursing  there  is  need  for  a  different  relationship 
between  clinical  knowledge  and  the  ability  to  deliver 
an  effective  nursing  service.  For  nurses  the  develop¬ 
ment  of  the  status  of  the  clinician  at  the  expense  of 
the  organiser  of  the  service  would  be  no  more  helpful 
than  the  present  situation  which  in  the  United  Kingdom 
is  generally  the  reverse. 

The  interaction  of  the  clinical  and  management 
functions  in  nursing  is  best  seen  at  the  first  profes¬ 
sional  level  of  the  staff  nurse,  the  midwife  and  the 
ward  sister.  It  is  when  these  nurses  seek  to  progress 
in  their  profession  that  the  difficulty  often  arises. 

In  the  British  system,  for  example,  the  career  path 
of  those  who  choose  administration,  and  to  a  lesser 
extent  education,  is  clear  cut  and  related  to  specific 
career  grades  and  financial  rewards.  For  the  would-be 
clinical  specialist  the  situation  is  quite  different. 

For  some  the  nursing  officer  grade,  recently  established 
above  the  ward  sister,  may  be  a  clinical  post  if  she 
finds  herself  responsible  for  a  group  of  wards  belonging 
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to  one  specific  clinical  specialisation  such  as  paedia¬ 
trics  or  psychiatry.  Yet  another  Government  Report  on 
the  pay  and  conditions  of  British  nurses  has  recently 
identified  what  is  already-becoming  known  as  the 
"super"  ward  sister  grade.  These  happenings  are 
indeed  the  first  practical  attempts  to  recognise  and 
reward  clinical  specialisation,  although  as  yet  as 
soon  as  the  next  rung  on  the  ladder,  the  senior  nursing 
officer  level,  is  reached  the  administrative  rubicon 
has  been  crossed. 

Why  is  this  defect  in  the  clinical  nursing  career 
structure  so  persistent  and  difficult  to  overcome? 

In  the  British  setting  it  is  undoubtedly  due  to  an 
inadequate  educational  system.  Clinical  specialisation 
can  only  emerge  in  response  to  the  existence  of  an 
applied  science  of  nursing.  In  turn  this  facility 
is  dependent  on  the  use  of  research  know-how  within 
the  profession.  On  the  other  hand,  nurse  managers 
have  been  privileged,  under  the  auspices  of  recent 
government  reports  and  the  reorganisation  of  the  health 
service  to  use  research  and  educational  know-how  pro¬ 
vided  by  industrial  management,  adapting  it  as  required 
to  a  different  medium.  They  have  also  been  able  to 
attend  courses  especially  preparing  them  for  their 
duties . 

Conversely,  in  the  clinical  field,  where  there 
is  less  possibility  of  borrowing  knowledge  or  techniques 
from  another  profession  or  industry,  it  is  only 
recently  that  any  attempt  has  been  made  to  study  the 
scientific  knowledge  underlying  nursing  practice.  Al¬ 
though  quite  a  number  of  specific  clinical  nursing 
studies  are  being  carried  out  in  Canada,  the  United 
States  and  the  United  Kingdom,  there  is  an  urgent  need 
to  move  from  the  present  fragmentary  approach  to  a 
systematisation  of  nursing  knowledge. 

Another  problem  which  appears  common  to  all 
countries  attempting  to  prepare  and  utilise  the 
clinical  nurse  specialist  is  the  definition  of  the 
role  and  the  place  to  be  occupied  by  these  experts 
in  the  nursing  service  system.  Should  they  be  employed 
as  individual  experts  additional  to  the  nursing  care 
team  and  working  with  medical  staff  to  provide  service 
only  to  selected  clients  or  patients?  Or  should  they 
be  incorporated  into  the  team  in  such  a  way  that  their 
additional  experience,  knowledge  and  skill  can  percolate 
throughout  the  nursing  system  including  the  topmost 
decision-making  echelons? 

Although  the  former  appears  to  be  offering  great 
satisfaction  to  a  small  number  of  master  clinician 
experts  who  are  operating  in  North  America,  there  would 
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appear  to  an  observer  from  the  European  shores  of  the 
Atlantic  to  be  one  or  two  potential  danger  points  in 
this  situation.  Firstly,  from  the  literature  it  seems 
that  the  independent  nurse  practitioner  can  all  too 
easily  be  isolated  from  the  mainstream  of  her  profession; 
and,  secondly,  she  is  particularly  liable  to  be  regarded 
simultaneously  as  nurse  specialist  alias  physician’s 
assistant . 

In  most  circumstances  and  milieux,  however,  it 
is  suggested  that  the  integration  of  the  clinical 
specialist  into  the  nursing  team  will  be  the  most  ef¬ 
fective  and  desirable  development.  A  position  in  the 
line  hierarchy  may  not  always  be  the  best  arrangement, 
and  it  is  suggested  that  for  the  highly  prepared  and  skil¬ 
led  specialist  a  staff  consultative  appointment  in 
a  particular  unit  of  the  health  service  agency  will  be 
the  most  acceptable  solution.  The  important  outcome 
would  be  that  top  nurse  administrators  would  feel 
compelled  to  study  the  information  supplied  by  these 
experts  and  to  base  their  decision-making  upon  them. 
Perhaps  the  relationship  of  such  service  personnel 
to  that  of  the  clinical  specialist  might  be  that  of 
’primus  inter  pares’. 

It  can  only  be  hoped  that  the  question  which 
formed  the  title  and  stimulus  of  this  paper  may  by 
now  have  become  a  little  clearer.  At  least  there  can 
be  no  doubt  that  the  ’either/or’  aspect  of  it  is  ir¬ 
relevant  because  nursing  can  only  function  as  fully- 
fledged  profession  when  there  is  proper  recognition 
of  the  knowledge  and  contribution  required  by  its 
clinicians  and  its  managers. 

This  conclusion  brings  me  to  the  final  point  I 
want  to  make,  which  is  that  the  answer  to  this  dilemma 
is  dependent  for  its  solution  on  the  academic  excel¬ 
lence  such  as  this  Faculty  of  Nursing  in  Toronto  can 
provide.  For  it  is  in  such  a  place  that  a  high  level 
of  undergraduate  and  postgraduate  education  can  come 
into  its  own  not  only  to  prepare  both  managers  and 
nurse  specialists  but  to  give  people  an  informed 
’educated'  appreciation  of  the  profession’s  total 
functioning . 

One  of  the  benefits  of  university  education  is  its 
potential  for  interdisciplinary,  cross-boundary  learn¬ 
ing  with  its  grasp  of  the  wider  scene  than  that  of 
the  traditional  school  of  nursing.  This  remark  is  not 
to  undervalue  the  latter,  but  the  longterm  planning 
and  development  of  nursing  requires  those  who  can 
integrate  and  utilise  all  the  talent  available  to  the 
profession-clinical,  managerial  and  educational  -  and 
they  are  most  likely  to  emerge  from  the  most  educationally 
advanced  programmes  available. 
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